surgery was approximately 7 months. Mean operative time was 173 minutes. Most patients underwent reimplant with no complication. One patient who underwent ureteral reimplant to neobladder with concomitant anterior abdominal wall hernia repair developed a fistula from the ileal-ileal anastomosis to the neobladder. This patient subsequently underwent a successful repair two weeks later with 8 day hospital stay. Mean estimated blood loss was 25 cc, and mean hospital length of stay was 2.2 days. Of note, two of these five patients had undergone prior radiation therapy for prostate cancer and had no associated complications.
CONCLUSIONS: Robotic ureteral reimplant in a patient with urinary diversion is a safe and effective treatment for ureteral stricture when performed by an experienced robotic surgeon. Larger studies will be needed to demonstrate the long term safety and efficacy of this repair.
Source of Funding: none

V03-03 ROBOTIC EXTRAVASCULAR GRAFT PLACEMENT FOR NUTCRACKER SYNDROME
Roger Yau*, Georges-Pascal Haber, Cleveland, OH INTRODUCTION AND OBJECTIVES: Our objective is to present a case of Nutcracker Syndrome and our experience with robotic extravascular graft placement. Nutcracker Syndrome is a rare vascular compression condition where the superior mesenteric artery (SMA) compresses the left renal vein against the aorta. It is most common in young, thin, females. It can cause left flank pain, renal vein thrombosis, left renal hypertension, pelvic congestion symptoms, and hematuria. It can be difficult to diagnose and treatment options are not standardized. The use of extravascular grafting was first published in 1988 in vascular surgery literature, but not commonly used when compared to endovascular stenting. However, endovascular stenting, vascular transposition, or autotransplantation, all require invasive vascular work, anticoagulation, and the morbidity associated with these techniques.
METHODS: This is a case presentation of a young woman who we performed a robotic placement of extravascular graft in an attempt to reduce the compression on the renal vein and alleviate her symptoms. We used the da Vinci Si system and placed a 2cm diameter Gortex Prograft cut to 1.6cm around the left renal vein.
RESULTS: There were no intraoperative complications. The estimated blood loss was 20mL. The patient was discharged on the second post operative day. She did not feel ready to leave the hospital on the first post operative day. One month after surgery, she was feeling well without pain and the hematuria had resolved.
CONCLUSIONS: Robotic placement of an extravascular graft for the treatment of Nutcracker Syndrome can be a safe and minimally invasive option for this rare condition.
Source of Funding: none
V03-04 ROBOTIC-ASSISTED DOUBLE BUCCAL MUCOSAL URETEROPLASTY FOR THE MANAGEMENT OF MULTIPLE URETERAL STRICTURES
Randall Lee*, Ziho Lee, Aeen Asghar, David Strauss, Kevin Yang, Philadelphia, PA; Toshiyuki China, Tokyo, Japan; Michael Metro, Daniel Eun, Philadelphia, PA INTRODUCTION AND OBJECTIVES: The management of multifocal ureteral stricture disease using minimally invasive techniques can be both complex and challenging. The robotic platform has been used with increasing frequency to address the difficulties encountered during repair. Buccal mucosa serves as an ideal graft for urothelial repair which has been well documented for repair of urethral stricture disease. Here, we present a case of multifocal ureteral strictures involving the proximal and distal ureter, which were both successfully repaired using buccal mucosal grafts.
METHODS: 73 year male with history of nephrolithiasis status post multiple endoscopic procedures, presented for evaluation of ureteral strictures. Retrograde pyelograms revealed strictures involving both the proximal and distal ureter. Patient was taken to the operating room for multiple balloon dilations, however symptoms quickly returned. He presented for evaluation and scheduled for ureteral reconstruction. He ultimately underwent a robotic assisted double buccal mucosal ureteroplasty described in our video.
RESULTS: Total console time was 280 minutes with an estimated blood loss of 100 mL. There were no intraoperative complications. Patient was discharged on post operative day 1.
CONCLUSIONS: We demonstrate that robotic-assisted buccal mucosal ureteroplasty with the assistance of indocyanine green (ICG) is a feasible option for the patients with multifocal strictures. ICG can facilitate ureteral dissection and assess ureteral blood supply intraoperatively. Buccal mucosal ureteroplasty may spare patients from morbidities that may be accompanied with more traditional surgical options.
Source of Funding: none
V03-05 ROBOTIC ASSISTED LAPAROSCOPIC BUCCAL MUCOSAL GRAFT URETEROPLASTY FOR RECURRENT UPPER AND LOWER URETERAL STRICTURES
Michael Avallone, Alan Quach*, Brian Flynn, Aurora, CO INTRODUCTION AND OBJECTIVES: Recurrent ureteral strictures have higher complexity for repair compared to initial surgery for ureteral reconstruction. We describe a series of patients treated with robotic assisted laparoscopic (RAL) buccal mucosal graft (BMG) ureteroplasty and demonstrate techniques utilized to improve efficiency in these complex cases.
METHODS: Retrospective review was conducted for the initial four cases of RAL ureteroplasty with BMG performed by a single surgeon between July and October 2017. Video recordings of these cases were reviewed to identify techniques utilized to facilitate completion of these complex cases using a RAL approach.
RESULTS: All four cases were completed using RAL approach without need for conversion to an open procedure. Average patient age was 55 years. Two patients had lower ureteral strictures that initially resulted from prior pelvic surgery. Both of these patients developed recurrent lower ureteral strictures after prior ureteroneocystostomy with psoas hitch. The remaining two patients had upper ureteral strictures. One patient had recurrent ureteropelvic junction obstruction after two previous RAL pyeloplasty procedures. The only male patient in the series presented with a proximal ureteral stricture due to nephrolithiasis. Imaging demonstrated absence of dilation of the renal pelvis precluding repair with spiral flap pyeloplasty or primary uretero-ureterostomy. No patients had history of prior radiation therapy. Average operative time was 371 minutes (range 317-485). Median length of hospitalization was 4.5 days (range 3-6). Two patients were re-admitted for treatment of urinary tract infection. Ureteral stents were left in place for 5 weeks post operatively. Preliminary follow up ranging from 7-16 weeks showed no evidence of ureteral stricture recurrence.
Intra-operative fluorescence imaging facilitated identification of the ureter in previously operated fields and aided in localization of the region of stricture. Access to the ureter via cystoscopy and ureteroscopy was useful for ureteral stricture identification and ureteral stent placement. Stay suture placement in the ureter served to expose the ureter for ureterotomy, measurement, and suturing of the BMG.
CONCLUSIONS: Reconstruction of recurrent upper and lower ureteral strictures is feasible using a RAL approach. We demonstrate techniques that can be utilized to complete these complex procedures with encouraging results in short term follow up.
